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Features of aortic remodeling in Stanford type B subacute
aortic dissection after thoracic endovascular aortic repair
and the influential factors

RAO Congliang, HU Hejie, WANG Xiaotian, FANG Zhengdong, SUN Xiaojie, GE Xinbao, CHENG Can
(Department of Vascular Surgery, Anhui Provincial Hospital Affiliated to Anhui Medical University, Hefei 230001, China)

Abstract Objective: To investigate the features of aortic remodeling in Stanford type B subacute aortic dissection after
thoracic endovascular aortic repair (TEVAR) and the influential factors.
Methods: The pre- and postoperative clinical and imaging data of 50 patients with Stanford type B sub-acute
aortic dissection undergoing TEVAR in Department of Vascular Surgery of Anhui Provincial Hospital from

January 2008 to June 2016 were retrospectively analyzed. The changes in the true lumen and false lumen of
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different segments of the aorta at postoperative 3, 6 and 12 months after TEVAR as well as the influential factors

Results: The technical success rate of TEVAR was 100%. Eight patients were lost to follow-up after operation. The
imaging data of the remaining 42 patients showed that at each time point after TEVAR, true lumen diameter was
significantly increased and the false lumen diameter was significantly decreased compared with their preoperative
values in the segment of the thoracic aorta (all P<0.0S), while no significant changes were observed in both true
lumen and false lumen of the abdominal aortic segment compared with their preoperative values (all P>0.05);
the complete false lumen thrombosis rate of the thoracic aorta was higher than that of the abdominal aorta.
Multivariate analysis showed that branches perfused from the false lumen (OR=27.45, P<0.05) and the presence

of multiple tears (OR=19.02, P<0.05) were independent risk factors for adverse aortic remodeling in Stanford

Conclusion: The aortic remodeling in the thoracic aorta is better than that in the abdominal aortic segment. The

branches perfused from the false lumen and presence of multiple tears are independent risk factors for adverse

1548
for postoperative aortic remodeling were analyzed.
type B subacute aortic dissection after TEVAR.
aortic remodeling after TEVAR.
Key words Aneurysm, Dissecting; Aorta; Endovascular Procedures; Vascular Remodeling
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Table 1 Comparisons of the diameters of true lumen and false

lumen in the 42 patients before and 3 months after

operation
RATE ARSI

W1

(mm, x+s) (mm, x+s)

wAafy Afpx P
(mm) (%)

A
B 187+57
ik 24.1+49

B
Ok 17.8 +43
e 25+68

C
B 173£55
e 21.8+438

D
B 140+79
T 16350

E
ok 149+ 66
T 132+48

F
B 12850
T 11755

259+34 +7.2 +385 <001
13.1+3.6 -11.0 456 <001

253+42 +7.5 +42.1  <0.01
133+45 92 —409 <001

253+42 +8.0 +462 <001
13.8+6.6 -8.0 -36.7 <001

154+5.7 +1.4 +100 031
15.5+2.3 -0.8 -49 034

156 +5.0 +0.7 +47 065
12864 -04 -30 072

139+63 +1.1 +86 042
114+34 -0.3 9.7  0.63

®2 RH{PIBERTMERE 6 MARBEERILE
Table 2 Comparisons of the diameters of true lumen and false

lumen in the 42 patients before and 6 months after

operation
Rl Ameg o T

D1

(mm, x+s) (mm, x+s)

" BfexR P
(mm) (%)

A
R 187+5.7
s 24.1+49

B
B 178 +43
B 225+68

288+54 +10.1 +54.0 <001
13.7+£45 -104 -432 <001

28232  +104  +584 <001
123+54  -102 -453 <001
C

i 173+55

T 218+48
D

o 140+79

[ 163+50
E

BN 149+ 66

e 132+438
F

i 128+50

B 11.7+55

283+2.7 +11.0 +63.6 <001
119+£59 -99 -454 <0.01

160+ 69 +2.0 +143 005
16.0+4.7 -03 -1.8 079

164+58 +1.5 +10.1 012
134+42 +0.2 +15 085

146+ 6.1 +1.8 +141 007
126+3.1 +0.9 +7.7 021
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Table 3 Comparisons of the diameters of true lumen and false lumen in the 42 patients before and 12 months after operation

N -, FHEAR FEE ety -, FHER FHERZ
[ RETEARR VNEIEK o I [ ARErEfR AREHE - S
D - _ _ e AR Po|[EEm _ _ e AR P
(mm, x+s) (mm, x+s) (mm, x+s) (mm, x+s)
(mm) (%) (mm ) (%)

A D

= 187+57 29.1 60 +104 +556 <001|| HJk 140+79 160+7.0 +20 +143 013

T 24.1 +49 132+46 -109 452 <001|| fREE 163+50 168 +32 +05 3.1 057
B E

B 17.8 43 299 +34 +12.1 +679  <001|| HJE 149+66 163+53 +14 94 032

e 225+68 99+29 -126 -560 <0.01|| fRJE 132+438 15.0+6.5 +1.8 +136 016
C F

B 173+55 29.1 £30 +11.8 +682  <001|| HEJp 12850 134+75 +0.6 47 074

B 218+48 10.7+34 -11.1 -509 <001|| fB& 11.7£55 129+3.1 +12 +103 008

®4 R2HIBERNSREEZFERBEMELTER (n)

Table 4 False lumen thrombosis status in each segment of the 42 patients before and after operation (n)

IN-E-312 >HIT *E N-E- 37 NG *E
WRYE AW g g g || MEYE R ey g
A D
Tl FEIE A% 33 8 2 0 TE ML L 37 32 31 12
WA 8 6 5 0 W MAETER, 5 8 11 25
SEEIMRIER 1 23 8 9 seaiaIEs,. 0 2 0 5
SEA IR 0 5 27 33 SEAM IR 0 0 0
B E
P oIIKESIAN 37 9 0 poIIIKESIADS 39 34 37 24
w4 14 7 9 HR MR, 3 8 5 18
SELEMBTER 1 14 9 TEMBIER 0 0 0 0
SEAIR I 0 5 22 24 SEL IR 0 0 0 0
C F
ToIAFETE B 35 8 5 0 TCIMARIE AL 41 36 35 33
WAL, 5 13 8 14 W MARTER, 1 6 7 9
SEAMMBIER 2 15 7 7 SEEMBIER 0 0 0 0
SERIK 0 6 22 21 SEARIR 0 0 0 0
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Figure 1 A 55-year old male patient undergoing endovascular exclusion after chest and back pain for 7 h

A: Preoperative three-
dimensional reconstruction showing spiral compression of the true lumen by the false lumen; B: Three-dimensional reconstruction one
year after operation showing good positioning of the stent; C: Preoperative appearance of the true lumen and false lumen in the thoracic
aorta at the level of the bifurcation of the pulmonary arteries; D: Good positioning of the stent with remarkably enlarged true lumen
and narrowed false lumen on one year after operation; E: Preoperative appearance of the true lumen and false lumen at the renal artery

plane; F: Obviously visible true lumen and contrast agent filled false lumen at the renal artery plane
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< e = Bl ok BB R R 7 T e 24, A
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U 93 A 2k — 25 73 B Jx 618
B o827 O B NSO v e oA B

B M A o S 1

Forh a0 BEA ST . NI R I
JESZ 0 E 3k E S (P<0.2) , ] =i Logistic [l

*®5 HMIRAM Stanford B R EZEkRREEHAEER
S [n (%) ]
Table 5 Univariate analysis for factors affecting postoperative

aortic remodeling in Stanford type B subacute aortic

= ($£5-6) .

%*6 M2 Stanford BRI FkEEEENSER
a3
Table 6 Multivariate analysis for factors affecting postoperative

aortic remodeling in Stanford type B subacute aortic

dissection [n (%)] dissection
2 RIETHR A R RIE R P 5B OR (95% CI ) P

- (n=12) (n=30) 21 19.02 ( 1.872~193.195) 0.01
B 7 (583) 23 (76.7) 141 021 B 5 R 27.45 (2.307~326.641 ) 0.01
e ML 8 (66.7) 26 (86.7) 222 0.15 i 1.20 (0.167~8.577) 0.86
M AR B 5(41.7) 12 (40.0) 0.0l 0.59 e ML 435 (0.5183~6.601 ) 0.18
O I 3(250) 6(200) 013 051
AN N N LY 2(16.7) 3(100) 036 045
BRI 1(7.7) 4(133) 020 055
L5 3 4(333) 7(233) 044 038 3 i it
B oheAN 4 1(83) 3(100)  0.03 0.68
EAardnl 3(25.0 20 (66.7 9.84 <0.05
%%ﬁ%ii@f 2 E 16.7 ; 19 E 633 ; 747 <005 % B bk e J2 0 T gl ik BE N B 2L Bl ik
Py 2 (16.7) 11 (36.7) 1.60 0.19 Tk 3 Bl ok RE ORE LA Sk B L RO B — IR
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